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A facility must immediately inform the resident; an ad_miSS‘on and do not
consult with the resident's physician; and if constitute agreement with the
known, notify the resident's legal representative alleged deficiencies herein.

or an interested family member when thera is an
accident involving the resident which results in
injury and has the potential for requiring physician

The plan of correction is :
completed in the compliance of

intervention; a significant change in the resident's state and federal re.gu'latlons as
physical, mental, or psychosacial status (i.e., a outlined. To remain in
deterioration in health, mental, or psychosacial compliance with all federal and

status in either life threatening conditions or
clinical complications), a need to alfer treatment
significantly (i.e., a need to discontinue an

state reguiations the center has
taken or will take the actions set

existing form of treatment dus to adverse forth in the following plan of :
consequences, of to commence a new form of cotrection, The following plan
treatment), or a decision to transfer or discharge of correction constitutes the é
l§fa4e8;ef1srzfi(zr)1t from the facility as specified in center’s allegation of !
T compliance, All alleged |
The facility must also promptly notify the resident deficiencies cited have beenor |
and, if known, the resident's legal representative will be completed by the dates
or interested family member when there is & indicated.
change in room or roommate assignment as :
specified in §483.15{e)(2}; or a change in . . i
resident rights under Federal or State law or F157 How corrective action
regulations as spacified in paragraph (b)(1} of ~ will be accomplished for each
this section. resident found to have been

|
ficient ;
The facility must record and periodically update affected by the de

the address and phone number of the resident's pr af:tlce =
legal representative or interested family member. Resident #131: MD order dated :

11/8/12 to discontinue morning i
dose of Lorazepam | mg. :

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility falled to notify the attending physician that

—
LABORATORY DIREW?R6\RD SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
r 1 g 1. -
e //%_ Adonson's Tratoc 12/5/12,

Any deficdiency sl e‘ﬂnz ending with an asterisk (*} denotes a deficlency which the instifution may be excused from correcling providing it is determined that
other safeguard® provide sufficient protection to the palients. {See instructions.) Excapt for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the dale these documents are made available {o the facility. If deficiencies are cited, an approved plan of correction Is requisite to conlinued
pregram padiclipation.
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anli-anxlety medication was held for sedation on
multipla occasions for 1 of 10 sampled residents
whose medications were reviewed (resident
#131). Findings include;

Resident #131 was admilted to the facHity on
7126111 with multiple diagnoses Including anxiety,
insomnia, psychosis, severe dementia with
delusionat features, and history of falls, Review of
the rasident's clinical record revealed physician
orders dated 8/21/12 for lorazepam (anti-anxiety)
1mg {milligram) opically twice dally, orders dated
418112 for trazodone {antidepressant, sedative)
100mg every night at bedtime, orders dated
7111/12 for hydroxyzine (antihistamine, sedative)}
50mg every night at bedtime, and ordars dated
925112 for Sercquel (antipsychotic) 26mg every
night at bedtime.

Lexicomp’s Drug Information Handbook, 14th
edition, stated in part, "Ativan {lorazepam} -
Warmnings/Precautions - use with caution in
elderly or debilitated patients...causes CNS
(central nervous system) depressien resulting in
sadalion, dizziness, confusion, or ataxia, Drug
interactions - other CNS depressants may
increase the CNS effects of lorazepam. Desyrel
{trazodone) - Warnings/Precautions - trazodone
frequently causes sedation...sedative sffects may
be additive with other CNS depressants.
Hydroxyzine - Warnings/Precautions - causes
sadation...sedative effacts of CNS depressants
are potentiated. Seroquet (quetiapine) - Adverse
effects - greater than 10% - somrolence. Drug
interactions - quetiapine increases levals of
lorazepam. The effects of other cantrally-acting
drugs may be potentiated by quetiapine.”

X410 SUMMARY STATEMENT OF BEFICIENCIES D PROVIDER'S PLAN OF CORREGTION *s)
PREFIX, {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETICH
TAG REGULATORY DR 1.SGC IDENTIFYEING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
2
i 12/07/201
F 157 | Gontinued From page 1 F 157 /

F157 How corrective action
will be accomplished for those
residents having the potential

to be affected by the same
deficient practice —

Licensed Nurses will be re-
educated on MD notification for
any residents medication not
administerred for 3 consecutive
days.

All residents’ medication
administration records will be
audited during monthly
transition of residents’ MAR by
administrative nursing staff '
(DON, Unit Managers, and SDC
nurse) to ensure accuracy of ail
physician orders by 12/1/12.
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Review of the minimum data set {MDS) dated
/18112 revealed the resldent was severely
cognitively impalred. The MDS reveated the
resident required extensive assistance with his
activities of daily living.

Review of the resident's care plan dated 9/25/12
revaalaed approaches which included maonitor for
advarse reaction to medications {dizzlness,
drowsiness, orthostatic hypotenslon, changes In
behavior, insomnla).

Revlew of the resident’'s October 2012 medication
administration record {MAR) revealed a hand
written entry datad 10/3/12 below the lorazepam
order which read "hold for sedation." Review of
the MAR rovealad the 8AM dose of lorazepam
was held from 10/4/12 - 10731712, as Indlcated by
the nurses' initials being ¢ircled. The 9PM dose
of lorazepam was held on 10716/12, 10/18/12,
10149112, 10720112, 10/21712, 10728112, 10/29/12,
and 10730/12. Review of the MAR revealed
Seroquie! 25mg was glven nightly at 8PM. The
MAR revealed trazodone 100mg was glven
nightly at 10PM. The MAR revealed hydroxyzine
50mg was given nightly at 8PM until it was
discontinued on 10/256712.

Review of the October 2012 nursing noles
ravealed no documentation regarding the
resident’s sedatlon, his medication being held, or
that the physiclan had been nofified.

In an Interviaw on 14/812 at 3:09PM, Nurse #1
stated if the nurses' initials were circled an the
MAR, it meant the medication was held, She
reviewed the resident's October MAR and stated
the forazepam was held due to sedallon. She

F157 Measures to be put in
place or systemic changes
made to ensure practice will
not re-occur:

Transition to electronic MARS
will be completed by 12/31/12,
Chart Checks will be done daily
M-F by Unit Managezs to
include review of all new orders,
discontinued orders, draft orders.
and medications not
administered. DON/and or Unit |
Managers will audit MAR 10%
sample of census X 2 weekly X
4 weeks, X1 weekly X 4, and

monthly X 1 for accuracy of
MAR and MD notification as
needed.

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES il PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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wasn't stre what the facillty policy was but stated
her nursing judgment was to call the physician if a
madication was held for three consecutive days.

In an interviaw on 11/8/12 at 5:40PM, Nurse #2
stated the nurses’ Initials being circled on the
MAR indicated the medication was held. She
stated the resident's lorazepam was usually given
after his othar medications. If the resident was
aslgep she would not awaken him to give the
medication. The nurse stated she was aware he
residant's other medications may also cause
sodation, Nurse #2 stated she would hold
madication for "3 days at the most, then I'd call
the physiclan.”

in an interview on 11/8/12 at 3;56PM, the Direclor
of Nursing (DON) stated the nursing staff was
trained at orentation by the staff development
coordinator. She reviewed the resident's October
MAR and stated the nurses’ initials being circled
meant the madication was held. The facility
policy was to notify the physiclan if a medication
was held for three consecutive days. The nursing
staff was also supposed to documant held doses
and sadation in the nursing notes. The DON
stated she expacled the staff to know the side
effacts of the medications they administered. Her
expectation was for the staff to notify the
physician if a resident had continuous sedation.
She expected the slaff to notify the physician if
medication was held for three days.

The nurse responsible for giving the resident's
morning medications was unavallable for
interview.

Record review revealed a physician's order dated

(X4 1D SUMMARY STATERENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACYION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
DEFICIENGY}
2
) 12/07/201
F 157 | Continued From page 3 F 1567 f

F157 How facility will monitor
corrective action(s) fo ensure
deficient practice will not re-
occur:

Chart Checks will be done daily
M-F by Unit Managets to
include review of all new orders,
discontinued orders, medications
not administered, and draft
orders, DON/and or Unit
Managers will audit MAR 10%
sample of census X 2 weekly X -
4 weeks, X1 weekly X 4, and
monthly X 1 for accuracy of
MAR and MD notification as
needed.

Plan of Correction/Audit results -
to be discussed in weekly QA
Risk Management mecting and
Quality Assurance Committee
meeting X 1 quarter for further
intervention if needed.
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HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the residant
environment remains as free of accident hazards
as is possible; and each resident recelves
adequale supervision and assistance devices to
preveni accdents,

This REQUIREMENT is not met as evidenced
by:

Based on observations, medical record reviews,
facility policy review, resident interviews and staff
nterviews the faciiity falled to provide supervised
smoking for restdents that werse assessed o
reguire supervision while smoking. This was
evident for 2 of 2 residents observed smoking
unsupervised. {Resident #81 and Residant #40)
Findings included:

1 According to the Minimum Data Set (MDS)
dated 11/08/12 Resident # 81 was admitted with
cumulative diagnoses of non Alzheimer's
dementia, schizophrenia and anxlety. According
to the BIMS (brief Interview for mental status) he
was cognitively intact and he was alert and
oriented and was able to make decisions
indepandently. He required minimal assistance
from the staff for all activities of dally living
including assistance when ambulating.

A review of Resident #81's care plan dated
08/05/12 revealed " resident is non-compliant
vilth smoking. ¥ The approaches/Interventions

an admission and do not
constitute agreement with the
alleged deficiencies herein.

The plan of correction is
completed in the compliance of -
state and federal regulations as |
outlined. To remain in
compliance with all federal and -
state regulations the center has
taken or will take the actions set
forth in the following planof
correction. The following plan
of correction constitutes-the
center’s allegation of
compliance. All alleged
deficiencies cited have been or -
will be completed by the daies
indicated.

(X4 ID SUMMARY STATEMENT OF DEFIGIENCIES 13 PROVIDER'S P1 AN OF CORRECTION {X8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACHON SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS5-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 157 | Continued From page 4 F 157 12/07/2012
11/8/12 to discantinue the morning dose of
forazepam 1mg. The statements included are not -
F 3231 483.25(h) FREE OF ACCIDENT F 323

FORM GMS-2567{02-89) Pravious Varsions Obsolele

EventiD;BLEH

Fecilily 10 943221

It conlinuation sheet Page 5 of 23




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/27/2012
FORM APPROVED
QOMB NO, 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLEA
IDENTIFICATION NUMBER:

345460

{X2} MULTIPLE CONSTRUCTION (%3) DATE SURVEY
COMPLETED
A BUILDING
B. WING
11/08/2012

NAME OF PROVIDER OR SUPPLIER

GUILFORD HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZiP CODE
2041 WILLOW ROAD

GREENSBORO, NC 27408

dated 09/05/12 revealed the resident will wear
apron when smoking, offer alternatives to
smoking as ordered by the doctor, the resident
will not have ignition sources in his possession,
resident will smoke supervised at designated
times of before and after each meal. Resident will
only smoke in designated area.

A review of the Psychiatry Evaluation and
Management for Resident #81 on 10/04/12
revealed the doctor documented " the patient
extramely declined " . An assessment on 11/5/12
revealed staff requested a visit secondary to
increased psychosis, talking to self worse than
baseline in patient with chronic schizophrenia.
Resident # 81 was assessed to have moderately
impaired recent memory and judgments.

A review of the Safe Smoking Assessment
completed on 10/25/12 for Resident # 81
revealed, " under Cognition Function, the
resident had no short term or long term memory
and poor ability for memory recall. " He did not
communicate effectively with others and
demonstrated unsafe technique for putting out
matches or lighter and disposing of the ash. The
IDT {interdisciplinary team) determined he was an
unsafe smoker requiring constant supervision.

A review of the facility's Patient Smoking
Acknowledgemeant dated 10/25/12 was signed by
the resident.

During an interview with SW #1 on 11/08/12 at
3:55 PM indicated she explained the smoking
policy to Resident #81 and he stated he
understood, so she instrucled him to sign the
form. She further indicated the staff must remind
him about the smoking policy because he did not
remember that he needed to be supervised when
he smoked.

Resident # 81 was observed sitting in the corner

The statements included are not
an admission and do not
constitute agreement with the
alleged deficiencies herein,

The plan of correction is
completed in the compliance of
state and federal regulations as
outlined. To remain in
compliance with all federal and
state regulations the center has
taken or will take the actions set
forth in the following plan of
correction. The following plan
of correction constitutes the
center’s allegation of
compliance. All alleged
deficiencies cited have been or
will be completed by the dates
indicated.

(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR t.SC [DENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENGY)
F 323 | Continued From page 5 F 323 12/07 /2012 :

FORM CMS-2567(02-99) Pravious Versions Obsolete

EventiD:B3LEHT

Faciity ID: 943221

if conlinuation sheet Page 6 of 23




PRINTED: 11/27/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (Xt} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. VNG
345480 11/08/2042
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
2041 WILLOW D
GUILFORD HEALTH CARE CENTER ROA
GREENSBORO, NC 27406
4y 1D SUMMARY STATEMENT OF DEFICIENCIES } PROVIDER'S PLAN OF CORRECTION *8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. . 12/07/2012
F 323 | Continued From page 6 303 1. F323 How corrective action / 1.

in a chair in the courtyard alone smoking on
11/06/12 at 2 PM and on 11/07/12 at 4:46 PM.
There was no staff member sitting with this
resident while he was smoking. Resident # 81
was hot wearing a protective apron. There was
no staff member observed to be sitting with the
resident while he was in the courtyard when
observations were made.

Resident # 81 was observed on 11/07/12 at 12:48
PM to be in the courtyard with no staff
supervision, no smoking vest as he was smoking
a cigarette. Resident # 81 staled "l enjoy sitting
outside all day."

On 11/07H2 at 3:00 PM while interviewing Nurse
#1, she interrupted the interview and went out in
the smoking courtyard and removed a partially lit
cigarette from resident #40 as he was in the
procass of Hghting a cigarette from anothsr
resident's {Resident # 81}, cigarstte butt {approx
1 inch in length) while siiting in the courtyard. As
Nurse #1 was taking the partially lit cigarette from
Resident #40, Resident #81 grabbed the 1 inch
cigarette butt and took a drag from the cigarette
butt. Nurse # 1 stated " they are supposed to be
supervised when they smoke and there is no staff
in the courtyard. " Resident # 40 was noted {o
have a smoking apron folded on the back of his
wheelchair. Resident # 81 did not have a smoking
apron. Nurse #1 repeated resident #40 "is
supposed to he constantly supervised and
wearing an apron. " She wheeled resident #40
back to the nurses’ station leaving resident # 81
in the courtyard smoking his cigarette.

During an interview with Nurse #1 on 11/07/12 at
3:10 PM she indicated she should have brought
Residant # 81 back in the facility tco.

will be accomplished for each
resident found to have been
affected by the deficient
practice —

-Resident # 81: SW met with
resident and RP and reviewed
smoking policy, signed :
acknowledgement and need for !
supervised smoking 11/8/12.
Resident informed cannot sit in |
smoking courtyard without
supetvision, but can sit outside !
in non smoking courtyard and
on front porch at any time, and
can sit in smoking courtyard
when supervised.

-Resident #40: SW met with
resident and RP and reviewed
smoking policy, signed
acknowledgement and need for
supervised smoking 11/8/12
-11/8/12 Staff member assigned
to smoking courtyard M-F
10am-5pm

-11/7/12 Licensed Nurse and or
CNA responsible to check
smoking couttyard to verify that
resident #81 and resident #40
are not smoking unsupervised
and document findings.
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An interview with the administrator on 11/07/12
at 4:00 PM revealed on 10725/12 all the residents
who were smokers and even all the non smokers
were in serviced regarding the new smoking
policy and rules, All residents that were smokers
were assessed; using a safe smoking
assessment and each resident signed the
smoking acknowledgement which indicated they
were aware of the rules and would follow them.
Then all staff and family members including the
responsible parties were notified of the smoking
policy. The resident’ s smoking assessments
were added to the care plans. They (all residents
and families) were told not to share cigarelies,
and the ignition sources were all to be kept at the
Nurse ' s station. The staff was supposed to be
checking the courtyard every 15 minutes to make
sure there is no resident outside who needed
constant supervision while smoking. The
administrator stated " Resident #40 must have
begged Resident # 81 for a cigarette and he gave
him one. " She continued the Social Worker
spoke with both residents and since they had

‘signed off on the acknowledgement, they will be

issued a 30 day dic (discharge) notice. The family
members will be contacted that the residents will
be dfc in 30 days. The administrator reviewed the
smoking assessment for Resident # 81 and it
indicated the resident was to have constant
supervision while smoking. The administrator
explained constant supervision meant he was fo
wear a smoking apron and a staff member was to
be with him at all times when he was smoking.
She stated " He liked to sit outside so we let him
sit out in the courtyard. " The staff provided his
cigarettes and ignition source when it was time
for him to smoke. The administrator indicated
Resident # 81 told her he took the cigarstte butt

needing supervision, smoking
times, and/or smoking aprons
was done 10/25/12; and 11/8/12.
-Resident #81 and Resident #40
assigned designated smoking
times for periods when no staff
member assigned to smoking
courtyard “offered supervised
smoking after meals and at HS”. .
- Care plans for each resident
who were assessed as needing
supervision when smoking were |
re-checked and updated on
12/5/12 by Nurse Consultant.

2. ¥323 How corrective action
will be accomplished for those
residents having the potential
to be affected by the same
deficient practice —

-11/8/12 Staff member assigned
to smoking courtyard M-F
10am-5pm

-11/7/12 Licensed Nurse and or
CNA responsible to check
smoking courtyard every 15
minutes on Saturday, Sunday
and Spm to 10am M-F to verify
that resident #81 and resident
#40 are not smoking
unsupervised and document
findings.
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out of the smeking tower and was smoking it and
he did not give a cigarette to Resident # 40. She
was unsure how Resident # 81 got the lit cigarette
or the cigarefte resident # 40 was trying to light.

An interview with the resident on 11/08/12 at 8:55
AM revealed he was sitting in his room. He stated
* 1 cannot go outside because | am not atlowed fo
be cutside alene, my brother was outside
yesterday and they (staff} told him | would be
kicked out if he smoked outside again. " He
further indicated he did not know about new
smoking rules or that he needed to have
someone with him, He enjoyed being outside to
receive his blessings.

An interview with the administrator on 11/08/12 at
9:05 AM explained Resident # 81 told her he took
the lit buit out of the cigarette tower and started
smoking it when he gave it to Resident # 40. The
administrator attempted to demonstrate how
Resident # 81 took the one inch lit cigarette butt
out of the smoking tower. She was unable io take
a butt out of the tower because once the butt is
put in the tower the cigarette butt falls to the
bottom of the tower. The administrator indicated
the 30 day discharge notice was rescinded due to
a systems error they are trying to resolve.

2. According to the minimum data set (MDS})
assessment dated 2/12 Resident # 40 was
admitted with cumulative diagnoses of CVA
{cerebral vascular accident) with right sided
weakness, anxiely and depression. He scored a 4
on the BIMS (brief interview for mental status)
indicating he had peor short and long term
memory deficits. He was dependent on the staff
for all activities of daily living including transfers

by SW and Administrator with
all smokers and their responsible
parties to review smoking policy
and signed acknowledgement
form, This included “No

resident and/or family members |
of residents would be permitted !
to share smoking materials with :
other residents” ;
-Residents identified as needing
supervised smoking, designated |
times, use of apron will be

added to Unit Device list
available for all staff daily at
nutse’s station in folder. UM

will be responsible to keep this |
updated with any changes daily. !
-Residents identified as needing |
supervised smoking will have
cigarettes and ignition source
kept on nurse’s cart,

- Care plans for each resident
who were assessed as nceding
supervision when smoking were
re-checked and updated on
12/5/12 by Nurse Consulfant.

X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENGCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
-11/30/12 another meeting held 12/07/2017
F 323 | Continued From page 8 F 323 .
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and mobility.

Review of the Safe Smoking Assassment
completed on 10/25/12 for Resident #40 revealed
* under cognition status; the resident had short
term or long term memory and poor ability for
memory recall, " Resident #40 was unable to
communicate effectively with others, unable to
demonstrate safe technigue for putting out
matches or a lighter and also was unsafe while
disposing of the ash. He was also assessed to be
physically unable to hold the smoking device
while smoking. The 1DT {interdisciplinary team)
determined Resident #40 required constant
supervision while smoking with the use of
protective gear.

A review of Resident #40's Care Plan for smoking
dated 08/09/11 when was it last reviewed
revealed the problem “ the resident is
non-compliant with smoking *. The
approaches/interventions dated 08/09/11
included resident will smoke in designated areas
only, resident will smoke supervised during
designated smoking times before and after lunch,
staff spoke with family and resident as needed
about resident smoking with supervision as
needed. An update on 1/23/12 included resident
will not have ignition sources in his possession,
resident will wear smoking apron when smoking.
An updated on 11/08/12 included 15 minute
checks will be done round the clock on smoking
courtyard to validate that residentis notin
courtyard unsupervised.

The facility Patient Smoking Acknowledgement
dated 10/25/12 was signed by the resident and
his family member indicating the understanding of

the facility's smoking policy. This was also signed

by Social Worker {SW) #1.
During an interview with SW#1 on 11/08/12 at

place or systemic changes
made to ensure practice will
not re-occuy

-11/8/12 Staff member assigned -

to smoking courtyard M-F
10am-5pm

-11/7/12 Licensed Nurse and or
CNA responsible to check
smoking courtyard every 13
minute’s on Saturday, Sunday
and Spm to 10am M-F to verify
that resident #81 and resident
#40 are not smoking
unsupervised and document
finding

-All new hires will receive
education on smoking policy
and 15 minute courtyard checks
for smokers identified needing
supervision and information
provided on Unit Device list.
-11/30/12 another meeting held
by SW and Administrator with
all smokers and their responsible
parties to review smoking policy
and signed acknowledgements.
This included “No resident
and/or family members of
residents would be permitted to
share smoking materials with
other residents”

FORM CMS-2567(02-99) Previous Versions Obsolele
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-Residents identified as needing
3:44 PM revealed Resident # 40 did not times. use of apron will be
3

understand the smoking policy so his family . . .
member signed the acknowledgment for him to piaced on Unit Device list

be altowed to smoke. She stated " he cannot tell available for all staff daily at
you he wants to smoke he makes a hand gesture nurse’s station in folder.
and the staff will take him out to smoke. “ She -Residents identified as needing

continued, the staff would take him out and stay . . .
with him while he smoked. supervised smoking will have

During an interview with the Administrator on cigarettes and ignition source
11/07/12 at 3:15 PM she stated " he (Resident # kept on nurse’s cart.

40) was ju§t out there with a nurie. He mus't have - Care plans for each resident
wheeled himself back out there. " She continued; ) di
" he was assessed as an unsafe smoker, we who were assessed as needing

cannot help that other residents can whee! him supervision when smoking were |
out there or he wheels himself outside to get a re-checked and updated on :
cigarette. He was assigned smoking times to be 12/5/12 b y Nurse Consultant
out there with the staff. " . ' ‘

-Documentation of 24 hr. 15 ‘
On 11/07/12 at 3:00 PM while interviewing minute checks for residents :
Nurse#1, she interrupted the interview and went assessed as needing supervision

out in the smoking courtyard and removed a

partially lit cigarette from a resident #40 as he will be reviewed Weekiy at QA 1

was in the process of (smoking apron noted on Risk Management meeting, fmd
the back of wheelchair), lighting a cigarette from Quarterly Assurance Committee
{Resident # 81), cigarette butt (approx 1 inch in . for further |
length) while sitting in the courtyard. As Nurse #1 fneetmg X 1 guarter d() |
was taking the partially lit cigarette from Resident intervention if needed.

#40, Resident #81 grabbed the 1 inch cigarette

butt and took a drag from the cigarette buft. s .

Nurse # 1 stated " they are supposed to be 4. F3.23 How fac.lhty wf“
supervised when they smoke and there is no staff monitor corrective action(s) to .
in the courtyard, " Resident # 40 was noted to ensure deficient practice will
have a smoking apron folded on the back of his not re-oceur-

wheelchair. Nurse #1 repeated resident #40 ™ is :
supposed to be constantly supervised and -11/8/12 Staff member aSSlgned :

wearing an apron, " She wheeled resident #40 to smoking courtyard M-F
back to the nurses ' sfation leaving resident # 81 {0am-5pm
in the courtyard smoking his cigarette.
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-11/7/12 Licensed Nurse and or :
F 323 | Continued From page 11 F 323 CNA responsible to check | 12/07/2012
e - smoking courtyard every 135
An interview with the administrator on 11/07/12 inute® Saturday. Sund
at 4:00 PM revealed on 10/25/12 all the residents MHAUE'S on waturday, sun a?
who were smokers and even all the non smokers and 5pm to [0am M-F to verify
were in serviced regarding the new smoking that resident #81 and resident
policy and rules. All residents that were smokers #40 are not smoking
were assessed; using a safe smoking vised and d
assessment and each resident signed the unsqpe: vised and document
smoking acknowledgement which indicated they finding
were aware of the rules and would follow them. -All new hires will receive
Then alllstaff anq family meqﬁbers including t'he education on smoking policy
responsible parties were notified of the smoking d . d check
policy. The resident's smoking assessments and 15 mmu?e cox_n'tyar c f:c s
were added to the care plans. They (all residents for smokers identified needing
and families) were told not to share cigarettes, supervision, and information
and thle lgnlt‘lon sources were all o be kept at the pr ovided on Unit Device list.
Nurse's station. The staff was supposed to be ) R
checking the courtyard every 15 minutes to make -11/30/12 anothe.z r.neetmg h_eld
sure there is no resident outside who needed by SW and Administrator with
constant supervision while smoking. The all smokers and their responsible -
administrator stated " Resident #40 must have : I : TP
begged Resident # 81 for a cigarelte and he gave pame.s to review smoklng p Ohcy
him one. ™ She continued the Social Worker and signed acknowledgements.
spoke with both residents and since they had This included “No resident
signed off on the acknowledgement, they will be and/or family members of
issued a 30 day d/c (discharge) notice. The family L o
members wilt be contacted that the residents will residents w?uid be p ?Imltt?d to
be dic in 30 days. The administrator indicated share smoking materials with |
Resident # 81 fold her he took the cigarette butt other residents” .
out of the smoking tower and was smoking it and e : : :
he did not give a cigarette to Resident # 40. She ReSId(?ntS 1dent1.ﬁed as I}eedmg :
was unsure how Resident # 81 got the lit cigarette S_Upel‘“sed smoking, designated
of the cigarette resident # 40 was trying to light. times, use of apron will be ;
Dui torviow with Nurse # 2 on 14/07/12 at placed on Unit Device list :
uring an interview with Nurse # 2 on a . . . ;
3:45 PM she stated she took him (resident #40) avalla,ble fo_l au_ staff dally at ;
outside when he smoked the original cigarettes nurse’s station in folder. !
and she brought him back in and feft him in the
FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D:B3LEL Facility iD. 943221 If continuation sheet Page 12 of 23
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Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose {including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs uniess antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs recelve gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort {o discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews, the
facility faifed to assess potential sedation from
medication for 1 of 10 sampled residents
(resident #131), and failed fo ensure residents
were free from excessive dosage of Butrans
{buprenorphine), a narcotic analgesic, for 1 of 10

{4310 SUMMARY STATEMENT OF DEFICIENCIES 18]
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG
F 323 | Continued From page 12 F 323
activity room.
F 329 | 483.25() DRUG REGIMEN IS FREE FROM F 329
53=p | UNNECESSARY DRUGS

PROVIDER'S PLAN OF CORRECTION
{(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

-Residents identified as needing —
supervised smoking will have
cigarettes and ignition source
kept on nurse’s cart.
-Documentation of 24 hr, 15
minute checks for residents
assessed as needing supervision |
will be reviewed weekly at QA |
Risk Management meeting, and
Quatrterly Assurance Committee|
meeting X 1 quarter for further |
intervention if needed. E

The statements included are not
an admission and do not :
constitute agreement with the
alleged deficiencies herein,

The plan of correction is _
completed in the compliance of
state and federal regulations as
outlined. To remain in
compliance with all federal and
state regulations the center has
taken or will take the actions set
forth in the following plan of
correction. The following plan
of correction constitutes the
center’s allegation of
compliance. All alleged
deficiencies cited have been or
will be completed by the dates

indicated. i
t

X5}
COMPLETION
DATE

12/07/201

L)
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sampled residents {resident #27) whose
medications were reviewed. Findings inciude:

1. Resident #131 was admitted to the facility on
712611 with multiple diagnoses including anxiety,
insomnia, psychosis, severe dementia with
delusional features, and history of falls. Review of
the resident's clinical record revealed physician
orders dated 8/21/12 for lorazepam (anti-anxiety)
1mg {milligram) topically twice daily, orders dated
4/9/12 for trazodone (antidepressant, sedative)
100mg every night at bedtime, ordets dated
9/25/12 to decrease Seroquel (antipsychotic) to
25mg every night at bedtime, and orders dated
7/11/12 for hydroxyzine {antihistamine, sedative)
50mg every night at bedtime, which was
discontinued on 10/25/12.

Lexicomp's Drug Information Handbook, 14th
edition, stated in part: "Ativan (lorazepam) -
Warnings/Precautions - use with caution in
elderly or debilitated patients...causes CNS
depression resulting in sedation, dizziness,
confusion, or ataxia. Drug interactions - other
CNS depressants may increase the CNS effects
of lorazepam. Desyrel (trazodone) -
Warnings/Precautions - trazodone frequently
causes sedation...sedative effects may be
additive with other CNS depressanis.
Hydroxyzine - Warnings/Precautions - causes
sedation...sedative effects of CNS depressants
are potentiated. Seroquel (guefiapine) - Adverse
effects - greater than 10% - somnolence. Drug
inferactions - quetiapine increases levals of
lorazepam. The effects of other centrally-acting
drugs may be potentiated by quefiapine.”

Review of the minimum data set (MDS) dated

X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 329 ] Continued From page 13 F 329 12/07/2012

F329 How corrective action
will be accomplished for each
resident found to have been
affected by the deficient
practice —

Resident #131: MD order dated
11/8/12 to discontinue morning
dose of Lorazepam 1 mg.

Resident #27: MAR was
corrected on 10/20/12 and
Medication error report
completed 11/2/12.
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9/18/12 revealed the resident was severely
cognitively impaired. The MDS revealed the
resident required extensive assistance with his
activities of daily living.

Review of the resident's care ptan dated 9/25/12
revealed approaches which included monitor for
adverse reaction to medications (dizziness,
drowsiness, orthostatic hypotension, changes in
behavior, insomnia).

Review of the resident's October 2012 MAR
revealed a hand written entry dated 10/3/12 below
the lorazepam order which read "hold for
sedation." Review of the MAR revealed the 8AM
dose of lorazepam was held from 10/4/12 -
10/31/12, as indicated by the nurses’ initials being
circled. The 9PM dose of lorazepam was held on
10/16/12, 10/18/12, 10719712, 10/20/12, 10121112,
10/28/12, 10/29/12, and 10/30/12. Review of the
MAR revealed Seroquel 2bmg was given nightly
at 8PM, The MAR revealad frazodone 100mg
was given nightly at 10PM. The MAR revealed
hydroxyzine 50mg was given nightly at 8PM untit
it was discontinued on 10/25/12 per the
consultant pharmacist' recommendation.

Review of the October 2012 nursing noles
revealed no documentation regarding the
resident’s sedation or his lorazepam being held.
The nursing notes indicated the resident was
"alert and verbal.” The nursing notes revealed no
documentation of an assessment of the resident's
other sedating medicalions.

Observations of the resident on 114/6/12, 11/7f12,
and 11/8/12 revealed no signs or symptoms of
sedation or olher medication side effects,

residents having the potential
to be affected by the same
deficient practice —

All residents who currently l{
received psych meds and Butran !
patches on 12/06/12 were

reviewed for potential adverse
medication effects and correct
application of the Butran patch

by DON. .

Unit Managers and SDC will be
re-educated on Monthly

transition of residents’ MAR.

All residents’ medication
administration records will be
audited during monthly
transition of residents’ MAR by
administrative nursing staff
(DON, Unit Managers, and SDC
nurse) to ensure accuracy of all
physician orders by 12/1/12.

Licensed Nurses will be re-
educated on MD notification for
any residents medication not
given for 3 consecutive days.
Each Licensed Nurse that was

not physically present for in-
service will be contacted by
telephone, |
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Continued From page 15 F32%] 1 icensed Nurses will be
: icatio
I an interview on 11/8/12 at 3:00PM, Nurse #1 educated .On adverse medic?; I n
stated if the nurses' initials were circled on the effects with psych meds and the
MAR, it meant the medication was held. She correct application of the
:sviu'awed the residegt'?d%cto?er M:I? and Ss;ated Butrans patch. . Each Licensed _
e lorazepam was held due fo sedation. She ) .
wasn't sure what the facility policy was but stated Nurse that Yvas nOt, phys,lcally
her nursing judgment was to call the physiclan if a present for in-service will be
medication was held for threa consecutive days. contacted by telephone_
In an interview on 11/8/12 at 3:56PM, the Director .
of Nursing (DON) stated the nursing staff was F329 Measures _to be put in
trained at orientation by the staff development place or systemic changes
coordinator. She reviewed the resident's October made to cnsure practice will
MAR and stated the nurses' initials being circled .
re-occur.
meant the medication was held. The facility not
policy was to notify the physician if 2 medication . .
was held for three consecutive days. The nursing Transition to electronic MARS
staff was also supposed to document held doses will be completed by 12/31/12,
and sedation in the nursing notes. The DON Chart Checks will be done daily
stated she expected the staff to know the side Unit M s
effects of the medications they administered. Her M’F by n}t anagers (o .
expectation was for the staff to notify the include review of all new orders,
physician if a resident had continuous sedation. discontinued orders and draft
She expected the staff to notify the physician if orders. DON/and or Unit
medication was held for three days. ’ . . a
Managers will audit MAR 10%
In an interview on 11/8/12 at 5:40PM, one of the sample of census X 2 weekly X :
nurses responsible for giving the residen{'s 4 weeks, X1 weekly X 4, and
evening medications (Nurse #2) stated the -acy of
nurses' initials being circled on the MAR indicated monthly X1 for ac.cf;_ula K Y
the medication was held. She stated the MAR and MD notification as
resident’s lorazepam was usually given after his needed.
other medications. If the resident was asleep she Licensed Nurses will be
would not awaken him to give the medication. t ot
: 1cation
The resident was often awake during the night educated .on adverse medic d th
and sleepy the next morning. The nurse stated effects with .pSY_Gh meds and the
she was aware the resident's other medications correct application of the
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may also cause sedation. Nurse #2 stated she
would hold madication for "3 days at the most,
then I'd call the physician.”

The nurse responsible for giving the resident's
morning medications was unavailable for
interview.

Record review revealed a physician's order dated
11/8/12 to discontinue the morning dose of
lorazepam 1mg.

2. Resident #27 was admitted to the facility on
6/30/06 and readmitted on 11/8/10 with muitiple
diagnoses including rheumatoid arthritis and
chronic pain syndrome. Review of the resident's
clinical record revealed physician orders dated
7112 for Butrans t0mecgfhr {microgram/hous)
apply one patch once weekly and orders dated
9/8/12 for Duragesic 50mcg/hr apply one patch
every 72 hours. Butrans and Duragesic are
narcotic analgesics indicated for the management
of moderate to severe chronic pain.

The manufacturer’s product information for
Butrans read in part: "Administration - each
Butrans patch is intended to be worn for 7 days.”
The product information indicated applying the
patch more often than every 7 days may cause
accumulation of the medication and an increase
in adverse effects. Warnings and Precautions
read in part; "additive CNS {central nervous
system) effects are expected when used with
other opoids. While no dose adjustment is
recommended on the basis of age, administer
Butrans with caution in elderly patients."

Review of the resident's October 2012 medication

(64} 1D SUMMARY STATEMENT OF DEFICIENCIES oY PROVIDER'S PLAN OF CORRECHION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED T0O THE APPROPRIATE DATE
DEFICIENGY)
; . 12/07/2
F 329 Continued From page 16 F 329 Butrans patch. . Bach Licensed /2012

Nutse that was not physically
present for in-service will be
contacted by telephone.

F329 How facility will monitor,
corrective action(s) to ensure
deficient practice will not re-
occur:
Chart Checks will be done daily
M-T by Unit Managers to
include review of all new orders,
discontinued orders and draft
orders. DON/and or Unit
Managers will audit MAR 10%
sample of census X 2 weekly X:
4 weeks, X1 weekly X 4, and
monthly X 1 for accuracy of
MAR and MD notification as
needed.
Licensed Nurses will be
educated on adverse medication -
effects with psych meds and the '
correct application of the
Butrans patch. . Each Licensed
Nurse that was not physicaily
present for in-service will be
contacted by telephone.

FORM CMS-2567{02-99) Previous Versions Obsolete

Event ID: B3LE1

Facilty ID: 2432214

if continuation sheet Page 17 of 23



PRINTED: 11/27/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOC. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULEING
B. WING
346460 111082012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAFE, ZIP CODE
2041 WILLOW ROAD
GUILFORD HEALTH CARE CENTER
GREENSBORO, NC 27406
o410 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSGC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED T0O THE APPROPRIATE DATE
DEFICIENGY}
) 12/07/2012
F 328 Continued From page 17 F 329 107/

administration record {MAR) revealed the MAR
was blocked off for Butrans o be applied every
three days instead of weekly. Review revealed
the Buirans patch was applied on 10/2/12,
1016112, 1048112, 10/14112, and 10/17/12. The
nurse's initials were circled on 10/11/12,
indicating the patch was not applied. The MAR
was corrected on 10/20/12 and Butrans was
applied weskly as ordered on 10/24/12 and
10731412

Record review revealed a Medication Error
Report for Butrans for resident #27, completed on
11/2/12 by the Director of Nursing. The report
indicated Butrans patch was ordered once weekly
but was applied every 72 hours. The report
indicated there were no observable effects from
the medication error. The physician was nofified
with no new orders given. The report read in part
"error made at monthly changeover.. difficult to
determine specific individual responsible for initial
error.”

Record roview of the October 2012 nursing notes
revealed no reports of adverse effects from
Butrans patch.

The nursing staff responsible for administering
the Bulrans was not avaitable for interview.

In an interview on 11/8/12 at 3:24PM, nurse #1
stated the administrafive nurses checked the
MARS for accuracy at the end of the month. For
weekly or other special administration times, the
administrative nurses blocked off the MARS on
the days the medication was to be given. Nurse
#1 stated she double checked her MARS and if
they weren't blocked correctly, she blocked them

intervention if needed.

Plan of Correction/Audit results
to be discussed in weekly QA
Risk Management meeting and
Quality Assurance Committee

meeting X 1 quarter for further
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Continued From page 18
herself,

In an interview on 11/8/12 at 4:09PM, the Director
of Nursing (DON) stated the MARS were usually
checked on the 20-24th of each month by the
administrative nurses. First they checked the
MARS versus the telephone orders. Then the
new MARS were checked against the old MARS.
After the second chack, all new orders were
added to the new MARS. The new MARS were
checked and signed by two administrative nurses.
For weekly administration, the DON stated the
MARS should be blocked off on the days the
medication was to be given and X'd out on the
days it was not given. The MARS should have
been blocked off when they were checked. For
new orders, the nurse that took the order was
responsible for blocking the MAR. The DON
examinad the October MAR for resident #27 and
stated she was not sure who had checked and
blocked the MAR. Her expectation was for the
administrative nurses to check the orders and
block off the MARS correctly. She expected the
nurses that gave the medications to check the
directions on the MAR and give medication as
orderad.

483.60(a},(b) PHARMACEUTICAL SVC -
ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and biologicals to ils residents, or obtain
them under an agreement described in
§483.75(h) of this part. The facility may permit
unlicensed personnel to administer drugs If State
faw permits, but only under the general
supervision of a licensed nurse.

A facllity must provide pharmaceutical services

F 329

F 425

12/07/2012°
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{including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of all drugs and biologicals) tc meet
the needs of each resident.

The facility must employ or obtain the services of
a licensed pharmacist who provides consultation
on all aspects of the provision of pharmacy
services in the facility.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff inferviews, the
facility failed to accurately transcribe physician
orders to the medication administration record
and monthly physician order sheet for 2 of 10
sampled residents whose medications were
reviewed {residents #27, #110). Findings include:

1. Resident #110 was admitted to the facility on
12/8/09 and readmitted on 10/12/12 with muitipie
diagnoses including coronary artery disease,
stent ptacement, history of cerebrovascutar
accident, history of peripheral vascular disease,
history of carotid disease, and recurrent chest
pain. Review of the resident's clinical record
revealed physician orders dated 10/12/12 for
Plavix 75mg {milligram) daily and Aspirin EC
(enteric coated) 325mg one tablet prn {as
needed). Plavix and Aspirin are anti-platelet
agents used for prophylaxis and treatment of
patients at risk for cardiovascular events.

Record review revealed physician orders dated
10/21712 for Asplirin EC 325mg one tablet daily.

constitute agreement with the
alleged deficiencies herein.

The plan of correction is
completed in the compliance of
state and federal regulations as |
outlined. To remain in ‘
compliance with all federal and
state regulations the center has
taken or will take the actions set |
forth in the following plan of
correction. The following plan
of correction constitutes the
center’s allegation of
compliance. All alleged
deficiencies cited have been or
will be completed by the dates
indicated,

b
|
¢
i
I

F425 How corrective action
will be accomplished for each
resident found to have been
affected by the deficient
practice —

Resident #110 ASA order
corrected on 11/8/12. :
Readmitted on 11//19/12 and !
order dated 11/19/12 for ASA
verified as correct.

Resident #27: MAR was
corrected on 10/20/12 and
Medication error report
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Record review revealed the monthly physician
order sheet dated 11/1/12 read "Aspirin EC
325mg one tablet prn."

Review of the Novamber 2012 medication
administration record (MARY) revealed an entry for
Aspirin EC 325mg one tablet prn. Review
revealed no aspirin had been administered.

In an interviaw on 11/8/12 at 4:09PM, the Director
of Nursing (DON} stated the MARS were usualiy
checked on the 20-24th of each month by the
administrative nurses. First they checked the
MARS versus the telephone orders. Then the
new MARS were checked against the ofd MARS,
After the second check, all new orders were
added fo the new MARS. The new MARS were
chacked and signed by two administralive nurses.

In an interview on 11/8/12 at 5:18P, the Director
of Nursing (DON) reviewed the November 2012
physician order sheet and MAR and
acknowledged the aspirin dosage should have
been scheduled rather than as needed. She
stated two administrative nurses were supposed
to check the physician order sheet and MAR for
accuracy. Her expectation was for the monthly
physician order sheets and MARS to be correct.

2. Resident #27 was admitted to the facility on
6/30/086 and readmitted on 11/8/10 with multiple
diagnoses including rheumatoid arthritis and
chronic pain syndrome. Review of the resident's
clinical record revealed physician orders dated
717112 for Butrans 10meg/hr (microgram/hour)
apply one patch once weekly. Butrans is a
narcotic analgesic indicated for the management

o) 1D SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
12/ 07/2012
F 425 | Continued From page 20 Fd25

F425 How corrective action
will be accomplished for those
residents having the potential |
to be affected by the same
deficient practice —

Unit Managers and SDC will be
re-educated on Monthly
transition of residents’ MAR to
include: 1% check to ensure that
all telephone orders are on the
new mar; block days for
medications that are not given
daily; checklng against last
months mar; 2™ check to
compare new mat to the old mar
and resolve any issues with
orders; add any last minute
orders.

All residents’ medication
administration records will be
audited during monthly
transition of residents’ MAR by
administrative nursing staff
(DON, Unit Managers, and SDC
nurse) to ensure accuracy of all
physician orders by 12/1/12.
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of moderate to severe chronic pain.

The manufacturer's product information for
Bufrans read in parl: Administration - each
Butrans patch is intended to be worn for 7 days.

Review of the resident's October 2012 medication
administration record (MAR) revealed the MAR
was blocked off for Butrans to be applied every
three days instead of weekly. Review revealed
the Butrans patch was applied on 10/2/12,
1045/12, 10/8/12, 10/14/12, and 10/17/12. The
nurse's initials were circled on 10/11/12,
indicating the paich was not applied. The MAR
was corrected on 10/20/12 and Buirans was
applied weekly as ordered on 10/24/12 and
1013112,

Record review revealed a Medication Error
Report for Butrans for resident #27, completed on
11/2/12 by the Director of Nursing. The report
read in part "error made at monthly
changeover...difficult to determine specific
individual responsible for initial error.”

In an interview on 11/8/12 at 3:24PM, nurse #1
stated the administrative nurses checked the
MARS for accuracy at the end of the month. For
weekly or other special administration times, the
administrative nurses blocked off the MARS on
the days the medication was to be given. Nurse
#1 stated she double checked her MARS and if
they weren't blocked correctly, she blocked them
herself.

In an interview on 11/8/12 at 4:09PM, the Director
of Nursing {DON) stated the MARS were usually
checked on the 20-24th of each month by the

place or systemic changes

made to ensure practice will
not re-oceur:

Transition to electronic MARS
will be completed by 12/31/12.
Chart Checks will be done daily
M-F by Unit Managers to
include review of all new orders,
discontinued orders and draft
orders, DON/and or Unit g
Managers will audit MAR 10% |
sample of census X 2 weekly X '
4 weeks, X1 weekly X 4, and
monthly X 1 for accuracy of i
MAR and MD notification as
needed. f
-Unit Managers and SDC will be .
re-educated on Monthly :
transition of residents’ MAR to
include: 1% check to ensure that
all telephone orders are on the
new mar; block days for
medications that are not given
daily; checking against last
months mar; 2™ check to :
compare new mar to the old mar
and resolve any issues with
orders; add any last minute
orders,
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administrative nurses. First they checked the
MARS versus the telephone orders. Then the
new MARS were checked against the old MARS.
After the second check, all new orders were
added to the new MARS. The new MARS were

checked and signed by two adiministrative nurses.

For weekly administration, the DON staled the
MARS should be blocked off on the days the
medication was to be given and X'd out on the
days it was not given. The MARS should have
been blocked off when they were checked. For
new orders, the nurse that took the order was
responsible for blocking the MAR. The DON
examined the Ocfober MAR for resident #218
and stated she was not sure who had checked
and blocked the MAR. Her expectation was for
the administrative nurses to check the orders and
block off the MARS correctly.

(X4} 1D SUMMARY STATEMENT OF BEFICIENCIES ] PROWVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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: 12
¥ 425 Continued From page 22 F 425 f07/201

F425 How facility will monitor
corrective action(s) to ensure
deficient practice will not re-
oceur:

Chart Checks will be done daily
M-F by Unit Managers to

include review of all new orders,

discontinued orders and draft
orders. DON/and or Unit
Managers will audit MAR 10%
sample of census X 2 weekly X
4 weeks, X1 weekly X 4, and
monthly X 1 for accuracy of
MAR and MD notification as
needed.

Plan of Correction/Audit results
to be discussed in weekly QA
Risk Management meeting and
Quality Assurance Committec
meeting X 1 quarter for further
intervention if needed.

[\
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The staternents included are not an
K 000 | INITIAL COMMENTS Koop| ~ edmissionanddonotconstiwie | 01/20/13
agreerment with the alleged deficiencies
, herein. The plan of correction is
This Life Safely Code {L.SC) survey was completed in the compliance of state
conducted as per The Code of Federal Reglster and federal regulations as outlined, To
at 42 CFR 483.70(a); using the 2000 Existing remain in compliance with all federal
Health Care section of the LSC and its referenced and state regulations the center has
publications, This facility Is Type V construction taken or will take the actions set forth
utilizing North Carolina Speclal locking in the following plan of correction.
arrangaments, and is equipped with an automatic The following plan of correction
sprinkler systen. constitutes the center's aliegation of
compliance. All alleged deficlencies
CFR# 42 CFR 483.70 (a) citcé} have been or will be completed
5§80 K027 How corrective action will be
Dcor openings in smoke barrlers have atisasta nccomplished by the facility to
20-minule fire protection rating or are al least correct the deflelent practice—
1%-inch thick sofid bonded wood core, Non-rated The cross corridor doors on the 200
protective plates that do not excesd 48 inches [al}, at the smoke compartment
from the bottom of the door are permitied, separation, will have a door gasket
Horizontal sliding doors comply with 7.2.1.14. added to close the 1/8 of an inch gap.
Doors are self-closing or automatic closing In ‘The door gasket was ordered on
accordance with 19.2.2.2.6. Swinging doors are December 20, 2012, The door gasket
not required to swing with egress and posilive will be replaced by January 20, 2013,
iatching is notrequired.  19.3,7.8, 19.3.7.8, K027 How corrective action will be
18317 accomplished for those residents
having the potential fo be affected by
the same deficlent practice ~
idor doors have been
This STANDARD' is not et as evidenced by; Al TS o o e
Based on the observalions and slaff interviews compliance,
on 12/6/2012 the following Life Safety item was K027 Measures to be put i in place or
abserved as noncompliant with the smoke systemic changes made to ensure
separalion for the 200 hallway, specific findings practice will nat resceur—
Include: The cross corridor doors at the smoke Malntenance Director will inspect
1/8 of an Inch. carridor doors are sealed properly,
. K027 How facllity will monitor
CFR# 42 CFR 483.70 (a) correetive action(s) to ensure
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K047 deficlent practice wli{ not reoecur:

[ABORATORY maecmasoy %ﬁimpnasrzmmws SIGNATURE

TITLE . X6} DATE

At 15 /3112

Any deficiency slatamamf( nding with en asterisk {*} denotes a deficlancy which the Instiiution may be excusad from correcting providing it Is datarmined that
other safeguards proviia sufficlant proleciion to the patlents, (See Instructions.} Except for nursing homes, tha findings slaled above ara diselosable 90 days
following the date of survey whather or nol a plan of comeetian is provided. For nursing homes, the above findings and plans of correction are disclosabls 14
days following tha date these documenls are made avalfable to the faclity. if deficlencles are cited, an approved plan of correction is requisite to continugd

gragram pasdicipation,

Lyt
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during monthly fire drills {o ensure
corridor daors are sealed properly.
I 047 { Continued From page 1 K 047 We will review findings during
88=D , quarterty QAA meetings.
Exit and directlonal signs are displayed in The statements included arc ot an
accordance with seclion 7.10 with continuous admisslon and do nat constitute =~
ilumination also served by the emergency lighting agreement with the alleged deficioncies
system.  19.2.10.1 herefn, The plan of carrection Is
. completed in the compliance of state
and federal regulations as outlined, To
remain in compliance with all federal
and state reguintions the center has
This STANDARD Is not met as evidenced by: taken or will take the actions set forth
Based on the observalions and staff interviews in the following plan of correction.
on 12/6/2012 the following Life Safety ltem was The following plan of corvection
observed as noncompliant with the exit directional constifules the center's allegation of
signags, specific findings include: The exit compliance. All alleged deficiencies
directional signage leading from the lower / East cited have been or will be completed
portion of the 100 hallway tha 100 hallway nurses by the dates indicated.
station was incomplete as there was no K047 How corrective action willbe | 59 15543
directional sign leading to the lobby carridor. accomplished by the facility to
correct the deficient practice—
CFRi 42 CFR 483.70 (a) The fncility will add an Exit directional
K 076 NFPA 101 LIFE SAFETY CODE STANDARD Korg| sien leading from the lower/Hast
88=D portion of the E.O() ha.lhva}' {the 100
Medical gas slorage and administration areas are hall murses station) directing to the
protacted In accordance with NFPA 99, Ig:::&g:gi‘;t sign has beon ordered
Standards for Health Cara Facillties. on December 20, 2012, The sign will
0 : be instatled by January 20, 2013,
g?},%xgﬂe f{f Ztrerz?lgléosc;asfobl;sao;?;fahagilr’ than K047 How corrective sction will be
separation. accomplished for those resldents
having the potential fo he nffected by
(b} Locations for supply systems of greater than the same deficient practice -
3,000 cu.ft. are Ventad o the outside,  NFPA 9 All other directlonal ext sigus have
4.3.1.1.2, 19.3.24 been assessed and are in corapliance,
K047 Measures to he put in place oy
systemic changes made to ensure
practice will not reoccur—
Maintenance Direetor will be
monitoring daily during inspection
rounds to ensure compliance,
FORM CM3-2567(02-98) Previous Versions Obsatzle Event 1:BILE2) Facitytn; K047 How facility will monitor 0 rore ooy

corrective action(s) fo ersure
deficient practice will not regecur: }
Maintenance Director will be
monitoring daily during Inspection
rounds to ensure compliance,
Updates will be provided in quarterly
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AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
345480 B. WiNG 12106/2012

NAME OF PROVIDER OR SUPPLIER
GUILFORD HEALTH CARE CENTER

STREET ADDRESS, CITY, BTATE, 2P CODE
2041 WILLOW ROAD

GREENSBORGQ, NG 27408

This STANDARD s not met as evidenced hy:
Based on the observations and staff intervisws
on 12/6/2012 the following Life Safely item was
observed as noncompliant with the storage of
oxygen cylinters, spacific findings Include: The
oxygen cylinders located in the 200 haliway
slorage room had a mixture of fuli and emply
cylinders on the full oxygen cylinder sida of the
slorage room,

GFR# 42 GFR 483.70 (a)

X4} 1D SUMMARY STATEMENT OF DEFICIENGIES )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG
K 078 | Contlnued From page 2 K 076

FORM CIAS-2567(02-30) Pievious Versiens Obsolalo

Even! ID:BILERY

PROVIDER'E PLAN OF CORRECTION X5}
{EACH CORRECTIVE AGTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

NECEN DNV

The statements included are not an
admission and do not constitute
agreemant with the alleged deficiencies
herein. The plan of correction is
completed in the compliznce of state
and federal regulations as outlined, To
remaln in compliance with all federal
and state regulations the center has
taken or will take the actions set forth
{n the following plan of correction.
The following plan of correction
constitutes the center’s ailegation of
compliance. All alleged deficiencles
cited have been or will be completed
by the dates indicated.

K076 How corrective action will be
aceomplished by the facility to
correct the deficient practice -
Larger oxygen cylinder racks have
been ordered for the 200 Hall storage
raom, in order to hold and separate all
of the empty nnd full oxygen cylinders.
Oxygen cylinder racks will be ordered
by December 21, 2012, The larger
racks will be in place by January 20,
2013.

K076 How corrective action will be
accomplished for those residents
having the potential to be affected by
the same deficlent practice -

The Staff Development Coordinator
Nurse will in-service staff on the
proper storage of exygen tanks, This
wili be complete by January 18, 2013,
K076 Mcasures te be put in place or
systemic changes made to ensure
practice will no¢ reoceur—

Nursing staff will monitor daily on
rounds, during each shift. If there is an
issue, it will be addressed immediately,
K076 How facitity will monitor
carrectlve action(s) to ensure

01/20/13
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Nursing staff will monitor dafiy on

rounds, during each shift. If there is an

fssue, it will be addressed immedintely,

Updates will be given at the quarterly

QAA Mesting, ' ' )




